with not even a microdrip for the nitroprusside infusion? This was a real situation successfully dealt with. Our teaching in their environment must be practically orientated.
When we consider equipment there are two important aspects. What is needed? Can we help with maintenance, preferably by training someone to do it?
Many individuals have been helping in the Pacific region. Anaesthetists have been on short-term assignments with Interplast (a plastic surgical organisation sponsored by Rotary and now supported by the Australian Development Assistance Bureau), eye teams and other specialist groups. New Zealand anaesthetists, in particular Dr Anthea Hatfield, have visited many of the Pacific islands and recently she has been able to take a technician, supported by the New Zealand government and trade sources, to overhaul equipment.
The ASA Aid Sub-committee is concerned with assistance in the Pacific area, and is now trying to co-ordinate activities so that our contributions with equipment, teaching and training can be more effective and useful. It is collaborating with the New Zealanders so that we do not duplicate their activities. They have played a valuable role in the Pacific and have recently offered assosiate membership of the New Zealand Society of Anaesthetists to anaesthetists in the Pacific islands so that they can come under the umbrella of WFSA and obtain what benefits it may offer.
The ASA with support of Port ex now brings a visitor from the islands to attend our annual meeting and to spend a few weeks visiting usually two or three hospitals. The New Zealand Society is introducing a similar scheme thereby facilitating contact between these anaesthetists and our people.
It would be helpful if any anaesthetist going to work in the Pacific islands could contact one of the Overseas Aid Sub-Committee members for further information. The Committee currently consists of the Honorary Secretary of the ASA, John McCarty, Scott German, Bob Hare (Asian Australasian Regional Secretary of WFSA), Kester Brown (Chairman, WFSA Education and Scientific Affairs Committee), Peter Keast (Anaesthesia Co-ordinator of Interplast) and Stuart Glanfield (Executive Officer of the ASA).
T. C. K. Brown
Tooth Injury Associated with Anaesthesia
Insertion of an oesophageal airway, laryngoscopy and endotracheal intubation are so commonly practised in general anaesthesia that they are taken for granted, and the risk of dental damage can easily be forgotten. The risk is increased if there is dental bridgework or imperfect caps, especially on the incisor. and canine teeth. A review of thirty-one reports of dental damage made to the Medical Defence Association of Victoria over twenty-six years showed that damage was not necessarily related to laryngoscopy: at least two incidents occurred after anaesthesia was finished, when the patients bit on the airway and displaced caps or inlays. In twenty-one reports teeth were chipped or broken; in four a tooth was removed; in two a tooth was loosened; in two a crown displaced and in two bridgework had to be redone. In a number of the incidents the anaesthetist was unaware of the dental injury until notified by the patient subsequently. The cost of the subsequent repairs varied from a nominal sum to more than three thousand dollars. It is interesting also to note the New Zealand Accident Compensation report. In the article by Burton and Baker on page 262 of this issue there were at least seventy-six confirmed reports in sixteen months.
It is debatable whether dental injury is Anaesthesia and Intensive Care, Vol. 15, No. 3, August, 1987 necessarily proof of lack of either care or skill. It is interesting to note that the New Zealand authorities regard it as an accepted risk of general anaesthesia. Even with the simplest of laryngoscopies a tooth can be chipped. A number of measures to avoid this have been suggested (Table I, page 262) , but these measures are not used routinely. The extremely low incidence of dental injury is certainly a disincentive to add a further time-consuming manoeuvre to those already necessary for the induction of anaesthesia, and the protective measure is likely to make the visualisation of the larynx more difficult or less complete.
Anaesthesia and Intensive Care. Vol. /5. No. 3, August. 1987 Prevention is clearly the goal, and anaesthetists should always inspect the patient's teeth and enquire about faulty or vulnerable dental repairwork and loose or carious teeth. Table 6 in the paper of Burton and Baker is a helpful guide. Correct posturing of the head, neck flexed and the atlanto-occipital joint extended, will facilitate visualisation of the larynx with a minimum of force applied to the laryngoscope. Finally, all anaesthetic and recovery room staff should be aware of the risk to teeth which forceful manipulation of an oral airway can produce: in the New Zealand report this occurred in seventeen patients.
Noel Cass
